In the months after the September 11, 2001, attacks on the World Trade Center (WTC), concerns grew about the health consequences of exposures sustained by persons involved in the rescue and recovery response. In addition to the estimated 10,000 Fire Department of New York (FDNY) personnel, an estimated 30,000 other workers and volunteers potentially were exposed to numerous psychological stressors, environmental toxins, and other physical hazards. These concerns prompted CDC's National Institute for Occupational Safety and Health (NIOSH) to support the WTC Worker and Volunteer Medical Screening Program, which provided free, standardized medical assessments, clinical referrals, and occupational health education for workers and volunteers exposed to hazards during the WTC rescue and recovery effort. During July 16, 2002-August 6, 2004, the program evaluated 11,768 non-FDNY workers and volunteers. This report summarizes data analyzed from a subset of 1,138 of the 11,768 participants evaluated at Mount Sinai School of Medicine during July 16-December 31, 2002. These data indicated that a substantial proportion of participants experienced newonset or worsened preexisting lower and upper respiratory symptoms, with frequent persistence of symptoms for months after their WTC response work stopped. These findings underscore the need for comprehensive health assessment and treatment for workers and volunteers participating in rescue and recovery efforts.
In the months after the September 11, 2001, attacks on the World Trade Center (WTC), concerns grew about the health consequences of exposures sustained by persons involved in the rescue and recovery response. In addition to the estimated 10,000 Fire Department of New York (FDNY) personnel, an estimated 30,000 other workers and volunteers potentially were exposed to numerous psychological stressors, environmental toxins, and other physical hazards. These concerns prompted CDC's National Institute for Occupational Safety and Health (NIOSH) to support the WTC Worker and Volunteer Medical Screening Program, which provided free, standardized medical assessments, clinical referrals, and occupational health education for workers and volunteers exposed to hazards during the WTC rescue and recovery effort. During July 16, 2002-August 6, 2004, the program evaluated 11,768 non-FDNY workers and volunteers. This report summarizes data analyzed from a subset of 1,138 of the 11,768 participants evaluated at Mount Sinai School of Medicine during July 16-December 31, 2002. These data indicated that a substantial proportion of participants experienced newonset or worsened preexisting lower and upper respiratory symptoms, with frequent persistence of symptoms for months after their WTC response work stopped. These findings underscore the need for comprehensive health assessment and treatment for workers and volunteers participating in rescue and recovery efforts.
The clinical program included a single screening evaluation consisting of medical-and exposure-assessment questionnaires, physical examination, pre-and post-bronchodilator (BD) spirometry, complete blood count, blood chemistries, urinalysis, chest radiograph, and mental health screening questionnaires. Participants were recruited through outreach that included community and union meetings, mailings, and articles in the media. Eligibility for the screening program was based on arrival date and duration of exposure to the site* rather than on symptomatology. Institutional review board approval and informed consent were obtained for data aggregation and analyses.
The subset of 1,138 program participants was predominantly male (91%) and non-Hispanic white (58%), with a median age of 41 years (range: 21-74 years). Non-Hispanic blacks and Hispanics accounted for 11% and 15% of the population, respectively. The largest occupational sectors represented in this sample were technical and utilities (25%), law enforcement (21%), and construction (18%). Numerous other occupational groups accounted for the remaining 36%; 89% were union members.
Of the 1,138 participants, 525 (46%) worked on WTC rescue and recovery efforts on September 11, 2001, and 963 (84%) worked or volunteered during September 11-14, when exposures were greatest. During that period, a total of 239 (21%) participants reported using appropriate respiratory protection (i.e., full-or half-face respirators) (1) . The median length of time worked on the WTC effort was 966 hours (range 24-4,080 hours). Of the 610 examinees present in lower Manhattan on September 11, a total of 313 (51%) reported being directly in the cloud of dust created by the collapse of the WTC buildings, and an additional 191 (31%) reported exposure to substantial amounts of dust.
A participant was considered to have a WTC-related symptom if the symptom either first developed (incident) or worsened (exacerbated) while working or volunteering on the WTC effort. WTC-related lower respiratory symptoms were reported by 682 (60%) of the sample, and 836 (74%) reported WTCrelated upper respiratory symptoms. A total of 450 (40%) examinees had WTC-incident lower respiratory symptoms that persisted to the month before screening, and 565 (50%) reported WTC-incident and persistent upper respiratory symptoms (Table 1) . Among the 851 participants who reported persistent WTC-related symptoms, an average of 32 weeks (range: 7-63 weeks) had elapsed since either they stopped working at the site or since the end of May 2002, when site cleanup was officially completed † . On examination, 527 (46%) had nasal mucosal inflammation. Other respiratory abnormalities (e.g., abnormal nasal turbinates or sinuses, rhonchi, and wheezing) were less common.
All participants underwent spirometry before and after an inhaled BD using standard techniques (2) . A total of 360 (33%) participants had abnormal spirometry findings (Table 2) , primarily because of results suggesting restriction; 84 (23%) had a significant § post-BD response. A total of 22 (27%) of those with airway obstruction had a significant BD response consistent with asthma.
Compared with a general population sample of employed, adult, white males (National Health and Nutrition Examination Surveys [NHANES III]) (3), the 599 participants who had never smoked had a higher prevalence of abnormalities on spirometry (31% versus 13%), which was attributable to a higher prevalence of restriction (21% versus 4%).
Participants experienced numerous other symptoms (Table 3) , including a substantial proportion with incident and persistent musculoskeletal symptoms, such as low back pain (16%) and upper or lower extremity pain (16% and 13%, Editorial Note: The findings in this report indicate that a substantial proportion of program participants had newonset and persistent upper and lower airway symptoms, musculoskeletal symptoms, and gastrointestinal symptoms. In addition, a substantial proportion of participants had respiratory abnormalities on spirometry. This preliminary analysis is consistent with earlier reports from WTC screening programs conducted by FDNY (4, 5) , which documented a substantial proportion of respiratory symptoms in emergency response workers. These findings suggest a need for continued monitoring and appropriate treatment of WTC responders. NIOSH recently funded a program that will provide continued medical screening of responders for an additional 5 years. Through philanthropic sources, a WTC Health Effects Treatment Program was established to provide further clinical evaluation and treatment to responders at no cost. Thus far, this program has provided approximately 3,587 services to 844 responders, 40% of whom lacked health insurance.
A substantial proportion of workers evaluated in this program had low forced vital capacity (FVC). Restrictive lung diseases (low FVC) typically develop during a long period and are not the consequence of airway irritant exposures such as those experienced by WTC workers. Reduction in FVC might be attributable to air trapping rather than true restriction (i.e., pseudo-restriction), a hypothesis supported by the increase of FVC into the normal range after inhaled BD in 29% of the workers with low FVC. Further analyses that include lung volume measurement might clarify the implications of these findings.
The destruction of the WTC towers resulted in the release of high levels of airborne contaminants (6) . The Environmental Protection Agency estimated that potential dust exposures ranged from 1,000 µg/m 3 to >100,000 µg/m 3 in the hours after the towers' collapse. Exposures were attributed primarily to smoldering fires (until December 2001), dust resuspension, and diesel exhaust from heavy equipment. WTC dust contained pulverized (alkaline) cement, glass fibers, asbestos, polycyclic aromatic hydrocarbons (PAHs), polychlorinated (8) . Thus, the findings in WTC examinees are consistent with current understanding of WTC exposures; however, the persistence of symptoms for >1 year after the 9/11 event is a new finding and requires further study. The findings in this report are subject to at least three limitations. First, no reliable statistics exist on the size or composition of the exposed worker/volunteer population, so determining participation rates for the screening program is not possible, and generalizations to all WTC-exposed workers should be made with caution. Second, the screened population might overrepresent those most affected; those screened earlier might not be representative of all persons screened with regard to WTC exposures or health outcomes, and persons examined earlier might have had more severe health problems and sought out the program for that reason. However, preliminary analyses of exposure data among all persons examined through January 2, 2004, demonstrate similar patterns of acute and longer-term WTC exposures. Additional analyses of data for the remainder of the cohort will address concerns regarding health outcomes of persons screened later in the program. Finally, because of the absence of pre-9/11 symptom prevalence and pulmonary function tests (PFTs) for these participants, the ability to measure accurately the impact of WTC exposures on responders' health is limited. Because of the absence of an unexposed control group, spirometry data from this sample were compared with those of NHANES III (3) .
This report underscores the need for comprehensive occupational health assessment and treatment for rescue workers and volunteers as part of all emergency preparedness programs. Guidelines for professional emergency response workers have been developed (1). The results described in this report suggest that disaster preparedness also should include 1) planning for rapid provision of suitable respiratory and other protective gear and 2) provision of medical care for first responders and nontraditional responders (e.g., persons from construction trades, utility workers, and other occupational groups). Continued surveillance is needed to assess the long-term psychological impact of the aftermath of the 9/11 attacks and to determine needs for continued treatment.
Mental Health Status of World
The program was approved by an institutional review board, and informed consent was obtained for data aggregation and analyses. Participants were asked to complete standardized, self-administered questionnaires that screened for symptoms of anticipated postdisaster mental health conditions. The questionnaires used were the General Health Questionnaire-28 (GHQ), which identifies general psychiatric symptoms (1); Post Traumatic Stress Disorder (PTSD) Symptom Checklist (PCL), which identifies possible cases of PTSD (2); Patient Health Questionnaire (PHQ), which identifies panic, generalized anxiety, and depression (3); CAGE Questionnaire, which identifies likely alcohol dependence and abuse (4); and Sheehan Disability Scale, which measures functioning at home and work (5) . Participants who met threshold criteria or acknowledged suicidal ideation or substantial disability on any questionnaire were referred for clinical evaluations by mental health professionals on the same day.
The 1,138 program participants were predominantly male (91%) and non-Hispanic white (58%), with a median age of 41 years (range: 21-74 years). Non-Hispanic blacks and Hispanics accounted for 11% and 15% of the population, respectively. Participants had sustained a median of 966 hours (range: 24-4,080 hours) of exposure (approximately 4 months of 8-hour workdays) to the WTC site. During July 16-December 31, the majority of participants (51%) met criteria for a clinical mental health evaluation on at least one screening questionnaire (Table) . Symptoms of depression, panic, and generalized anxiety were each reported by approximately 6% of participants. Nearly 10% reported at least one item on the CAGE Questionnaire. The Sheehan Disability Scale indicated that the top three emotionally related disabilities were problems with social life (15%), work (14%), and home life (13%).
On the PCL, approximately 20% of participants reported symptoms meeting the thresholds for PTSD (2) . The diagnosis of PTSD requires both a characteristic pattern of symptoms and impaired functioning or substantive clinical distress relative to a qualifying trauma (6) . Among program participants, sufficient exposure to qualifying traumatic events was assumed and not assessed; however, despite meeting threshold by symptom count on the PCL (2), approximately one third (32%) did not meet the criteria for both pattern of symptoms and impaired functioning or substantive clinical distress. Application of the diagnostic criteria reduces the proportion considered to have PTSD from 20% to 13%. Of the 1,138 participants, only 36 (3%) reported accessing mental health services before participating in this program. aftermath of the 9/11 attacks differentiates these persons from the general population (7). These responders are unlike previous populations of rescue workers (8) because of the heterogeneity of their occupations (e.g., construction trades, utilities and sanitation workers, and first responders) and the documented health effects of their WTC work. The proportion of those meeting PCL threshold scores (2) for posttraumatic stress in the predominantly male sample is approximately four times the 5% reported lifetime prevalence of PTSD in the general male population (6) . The point prevalences of approximately 6%, respectively, for panic and generalized anxiety symptoms represent a two-to fourfold increase, compared with the 12-month prevalences of 2% and 3%, respectively, reported in the general population (9) . However, depression was detected at a prevalence of 6%, nearly half the 12-month prevalence of 10% reported in the general population (9) . The point prevalence of alcohol abuse and dependence of nearly 10% documented by CAGE suggests rates at least as high as the 12-month prevalence of 9.7% reported in the general population (9). 
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The findings in this report are subject to at least three limitations. First, no reliable data exist regarding the size of the worker/volunteer responder population; therefore, determining participation rates for the screening program was not possible. Second, persons who participated in the screening might have done so because they experienced (or perceived) greater exposures and/or symptoms; therefore, these results are not generalizable to all responders. Finally, the questionnaires, which had been validated by using psychiatric patients, were applied to nonpsychiatric patients; in addition, certain questionnaires had been validated primarily among women and might not be equally valid in a predominantly male population.
Preliminary findings regarding the possible cases of PTSD among these workers underscore the need for better tools to assess the mental health of responders to a disaster. For example, the popular PCL (2) used in this screening program does not conform to established clinical diagnostic criteria for PTSD (6) and might provide either over-or underestimates of posttraumatic psychopathology. In addition, the comparatively low rate of postdisaster depression identified by PHQ challenges assumptions about its sensitivity for detecting depression, especially because the proportion appears lower than that documented for the general population.
Approximately half of the participants met preestablished screening criteria for mental health problems. Despite substantial resources directed at the mental health effects of 9/11, only 3% of this population reported having accessed mental health treatment. Project Liberty (10), a crisis counseling program funded by the Federal Emergency Management Administration, offered interventions beyond crisis counseling to help persons who experienced persistent and disabling distress. In addition, the Public Safety Workers Program, funded by the Substance Abuse and Mental Health Services Administration, has made limited funds available for the mental health treatment of this specific population through September 30, 2005. The mental health effects observed in this population suggest the need for further mental health screening, follow-up, and access to mental health services for WTC rescue and recovery workers and volunteers.
Preliminary Results from the World Trade Center Evacuation StudyNew York City, 2003
On September 11, 2001, an estimated 13,000-15,000 persons successfully evacuated the two World Trade Center (WTC) towers. Because full-scale evacuations of such buildings are rare, little is known about how readily and rapidly these buildings can be evacuated and what factors serve as facilitators or barriers to the process (1). In 2002, the Mailman School of Public Health at Columbia University and CDC initiated The World Trade Center Evacuation Study, a multiyear qualitative and quantitative research study designed to assess factors that affected evacuation of the two WTC towers. This report summarizes qualitative data collected from Phase I of the study, which suggested that improved preparedness at the individual, organizational, and building environmental levels can facilitate rapid evacuation. Completion of Phase II of the study, together with other research efforts, should help workers, management, and local authorities develop and evaluate model emergency preparedness programs for high-rise occupancies.
Qualitative data for Phase I of the WTC study were collected from 56 participants during 2003, approximately 18 months after the events of September 11, 2001. Participants were self-selected into the qualitative study in response to a multimedia recruitment campaign; they consisted of 36 persons who were administered in-depth, semi-structured interviews and 20 who participated in five focus groups. The data collected helped guide development of a detailed study questionnaire for the quantitative Phase II* of the study.
The 56 participants ranged in age from 23 to 61 years; the mean and median age was 43 years. A total of 31 (55%) were male; 42 (75%) were white, seven (13%) were black, and one (2%) was Asian. Four (7%) identified themselves as of Hispanic ethnicity. A total of 37 (66%) of the participants were college graduates.
Interview scripts were designed to identify the factors that influenced both the decision-making process, as well as the actual evacuation-related behaviors. Transcripts of the taped responses were read and categorized by two reviewers, with coding themes verified by a third reviewer using a modified Q-sort methodology (2). Inter-rater reliability was high, with >95% concordance.
Individual factors. Participants cited four factors that affected their decision to begin evacuating: 1) perceived ability to walk down multiple flights of stairs (i.e., more than 80 for certain persons); 2) experience in evacuation of a WTC tower, including knowledge of stairwell locations and whether individual stairwells led to street level exits; 3) concern over leaving their work areas without the approval of executives or managers; and 4) information regarding what had occurred, what floors were involved, and how to respond. Direct evidence of the magnitude of the event (e.g., observing an aircraft strike a building, smelling fuel, or feeling a building move) caused some persons to leave immediately.
The qualitative data also suggested that, after a decision to evacuate was made, many persons stopped to attend to lastminute activities (e.g., making telephone calls, shutting down computers, or gathering up personal items). Deciding which route to take (e.g., stairs or elevators) might have delayed evacuation progress for others. Progress was reportedly slowed for some persons because of poor physical condition or inadequate footwear (e.g., high-heeled shoes or "flip-flops"). Some persons also delayed their progress to stop and assist others.
Organizational factors. Two major organizational factors affecting evacuation were identified by participants: 1) workplace preparedness planning and training, including evacuation drills (e.g., when drills were held, the majority reported they never actually entered their designated stairwells) and 2) inadequate risk communication. An announcement broadcast in WTC 2 (South Tower) shortly after the first aircraft had struck WTC 1 (North Tower) urged persons to remain in the building and likely led many to return to their work stations.
Building environmental factors. Three major evacuation factors in the WTC building environment were identified as 1) structural damage that blocked egress routes (e.g., debris on stairs or partially collapsed interior walls); 2) heavy congestion on certain stairways, which in some cases caused evacuees to move back upstairs in hopes of switching to a less * More information is available at http:\\www.wtcsurvey.cumc.columbia.edu. congested stairwell; and 3) lack of back-up communication systems (e.g., public address system, elevator telephone system, and telephone system). When these systems failed, communication was severely limited.
Participants' experience with evacuations and emergency training varied by occupation. Service workers and temporary employees were less likely than others to have received fire safety training or been instructed in procedures during an emergency. Temporary workers were at a disadvantage because of their lack of familiarity with building evacuation procedures. Many permanent workers, even those with years of experience in the buildings, also reported they did not know how to evacuate via routes that deviated from their normal paths. Many reported confusion at the sky lobby levels, where transfer to express elevators occurred. Editorial Note: These qualitative data provide initial insights regarding preparedness planning for total evacuation of other multistory buildings, either business or residential. The data suggest that preparedness planning at the individual, organizational, and structural levels factored into evacuation efforts at the WTC towers.
The findings in this report are subject to at least three limitations. First, the study cannot provide an estimate of the prevalence of these factors among WTC evacuees. Second, the data are subject to recall and response biases, which are common to self-reported qualitative and behavioral data. Finally, because of the study design and small sample size, the generalizability of these data to other high-rise evacuations is unknown.
The high rate of survivability of persons on floors in WTC 1 and 2 that were below the aircraft impacts was attributed to the small percentage (estimated at 20%-30%) of the building occupants at their work stations at the time of the first attack (3), reducing the flow of evacuees on the stairways and hastening evacuation (4). The lessons learned from the 1993 WTC bombing resulted in extensive fire safety improvements (e.g., improved signage and better lighting in stairwells) and also are believed to have facilitated the evacuation process (5). The 1993 bombing led some employers to enhance their emergency preparedness plans, which might have helped evacuate their employees more rapidly (6) . In addition, on September 11, 2001, evacuees almost uniformly acted in an orderly and cooperative manner. The large numbers of first responders on the stairwells, in the lobby, and at ground level, might have helped to reassure and motivate evacuees (Figure) .
High-rise buildings should be prepared for rapid, total building evacuation (7). More detailed information on the impact of these various factors on evacuation behaviors and how these behaviors affected the length of time to evacuate is being collected in Phase II, the quantitative phase of this study. A total of 1,500 randomly selected evacuees are completing detailed survey questionnaires that focus on their individual decisionmaking processes during the disaster. These data will provide a better understanding of the factors that helped shape evacuation decisions. Data from this phase of the study, as well as from similar initiatives, can help inform builders, developers, insurance companies, employee groups, and emergency planners about risk-reduction strategies. Data from such sources also might be of value to regulators at the federal, state, and local levels. To ensure adequate readiness, further studies should focus on the development and evaluation of model emergency preparedness programs for high-rise buildings. During 1993-1996, investigation of cases of acute idiopathic pulmonary hemorrhage (AIPH) among infants in Cleveland, Ohio (1), suggested an association between AIPH and being male, exposure to molds (notably Stachybotrys chartarum), exposure to environmental tobacco smoke, and lack of breastfeeding. However, reviews of that investigation by CDC and external consultants identified shortcomings in the methodology and determined that no association between AIPH and exposure to molds had been established (2) . The reviewers recommended that CDC collaborate with state and local public health officials to investigate future cases of AIPH, particularly when clusters are identified. During December 2002-June 2003, four cases of AIPH among full-term infants were reported in the Boston, Massachusetts, area. In a 4-month period, three of the infants were patients at the same hospital, which typically has one case of AIPH among infants per year. CDC, in collaboration with the Massachusetts Department of Public Health (MDPH), investigated this cluster, the first reported since CDC's case definition* for AIPH in infants was published in 2001. This report summarizes the results of that investigation, which determined that two of the infants had von Willebrand disease (vWD), an inherited bleeding disorder, and one had borderline test results for vWD. The findings suggest that the infants with AIPH might have had underlying acquired or genetic susceptibility that predisposed them to pulmonary bleeding. Before a diagnosis of AIPH is made, clinicians should use tests to rule out vWD and other bleeding disorders.
Reviewers of the earlier investigation of AIPH among infants recommended that investigators consider associations with multiple possible etiologies. These etiologies might include environmental factors such as exposure to mold, evidence of pests, tobacco smoke, and exposure to multiple allergens and biologically active compounds. Because of the overlap between AIPH in infants and sudden infant death syndrome (SIDS) (3), investigators also were advised to consider risk factors for SIDS.
In the Boston area investigation, CDC and MDPH reviewed December 2001-June 2003 admission records of pediatric and neonatal intensive care units (PICUs and NICUs) and hospital discharge records at each of the four area hospitals with PICUs and found no additional cases. For each of the four cases that were consistent with the CDC case definition, investigators used a standard data abstraction form to collect information about family demographics, prenatal and birth histories, diet and medication, preexisting medical conditions, and medical procedures and tests after admission for AIPH. Blood samples collected from the four infants were sent to CDC's hemostasis laboratory and tested for vWD and other bleeding disorders.
CDC and MDPH investigators visited the homes of the four infants. During each home visit, investigators conducted a 1-2-hour interview with family members to obtain additional information about family travel, medical history, and self-reported environmental exposures. An indoor-airquality inspector from MDPH visually examined each home for signs of water damage and mold. Four weeks after the initial home visit, investigators conducted environmental sampling for fungi and mold spores in the homes of three of the four infants. For one infant, no environmental sampling was possible because the family had relocated; reported water and mold damage in the home already had been remediated. Environmental samples (e.g., air, dust, and surface) were taken from different areas in the homes, including the location where the infant was reported to have spent the most time. In each area, air sampling was performed under varying conditions (e.g., with room ceiling fans on or off and before and after foot traffic). Floor registers and electrical outlets were sampled to detect reservoirs of mold in heating, ventilation, and air conditioning ductwork and behind walls. Air samples were tested to identify total spores and culturable fungi.
The four infants were male and, at onset of illness, had a median age of 48 days (range: 28-77 days). All four infants had symptoms of upper respiratory illness <2 weeks before their pulmonary hemorrhage (Table) . On admission to the hospital, each infant required intubation and mechanical * A clinically confirmed case was defined as an illness in a previously healthy infant aged <1 year with a gestational age of >32 weeks, no history of neonatal medical problems that might cause pulmonary hemorrhage, and whose illness is consistent with the following criteria: 1) abrupt or sudden onset of overt bleeding or frank evidence of blood in the airway; 2) severe presentation leading to acute respiratory distress or respiratory failure, resulting in hospitalization in a pediatric intensive care unit with intubation and mechanical ventilation; and 3) diffuse, bilateral pulmonary infiltrates on chest radiograph or computerized tomography of the chest. ventilation. All four infants had evidence of blood in the airway (i.e., identified by bronchoscopy in three and by bronchoalveolar lavage fluid containing hemosiderin-laden macrophages in the fourth). The four infants had a median stay in the PICU of 8 days (range: 7-9 days). All were discharged in good health. Although a history of vWD was reported only by the family of infant A (Table) , testing at CDC's hemostasis laboratory revealed that both infant A and infant B had laboratory evidence of vWD, and infant D had borderline von Willebrand factor antigen and ristocetin cofactor results consistent with a vWD diagnosis. All laboratory tests for bleeding disorders for infant C were within the normal range. Infant B also had a history of recurring bruising and possibly gastrointestinal bleeding. Although he received vitamin K at birth, infant B also had characteristics that might predispose to vitamin-K deficiency, including antibiotic use by the mother and infant (4) . The family of infant D reported finding him face down on a couch at the time hemoptysis was first observed, suggesting the possibility of unintentional asphyxia.
The environmental investigation of the infants' homes determined that one primary residence had flooded and three had undergone recent renovations; infants A, B, and D were exposed to increased indoor concentrations of dust and particulate matter within a few days of their bleeding events. Although only one family reported visible mold, indications of active fungal growth were present in all the homes. Common molds, such as species of Cladosporium and Penicillium were the dominant culturable species identified in each of the homes tested. One S. chartarum spore was found in the basement of one home, and seven S. chartarum spores were found in another home. Edito rial Note: Although the rate of AIPH among infants in the United States is unknown, the condition is thought to be rare (5) ; what national AIPH data exist are inconsistent and likely unreliable (3) . CDC has reported clusters of AIPH among infants in Cleveland, Ohio, and Chicago, Illinois (3,6); however, the specific etiologic factors for AIPH remain unknown. Previous studies have not reported an association between pulmonary hemorrhage and vWD, although specific testing for vWD might not have been conducted. The most common inherited bleeding disorder, vWD has multiple variants affecting an estimated 1%-3% of the U.S. population (7); persons with vWD tend to have mucocutaneous bleeding. For infants A, B, and D, a previously undiagnosed bleeding diathesis might have contributed to their hemorrhage; hematologic tests confirmed the diagnosis of vWD in two infants (infants A and B) and suggested vWD in the third (infant D). The hematologic test findings appear consistent with a reported family history of vWD for infant A and with unexplained facial bruising in infant B that occurred before his hemorrhage; infant B also had risk factors that might have been associated with transient vitamin-K deficiency. For infant D, acute unintentional asphyxia, a known risk factor for pulmonary hemorrhage, might have been a contributing factor.
All the infants in this cluster also were exposed to certain environmental factors that might have affected their lungs, including environmental tobacco smoke, particulate matter (e.g., construction dust), and mold. Cladosporium and Penicillium, the molds most commonly identified in each of the homes, typically are the most abundant fungal genera in indoor air (8) . Total fungal spore counts in two of the homes were at concentrations that have been associated with increased risk for lower respiratory illness (9) , and all four infants were treated presumptively for respiratory infections before their hemorrhage episodes. Only seven spores of S. chartarum were found in one home, and a single spore was found in another. Although the full significance of spore counts is not known, toxic and other non-IgE-mediated health effects that have been hypothesized to occur with exposure to S. chartarum appear unlikely to have contributed to these AIPH cases (10) .
The findings in this report are subject to at least three limitations. First, the findings are from a case series; because no comparison group was used, definitive conclusions cannot be made about the hypotheses. Second, the findings are limited by the intervals between the illnesses and interviews of family members (range: 1 week-6 months); families with longer intervals might have been less likely to remember all of the circumstances related to the illness. Finally, the intervals between illnesses and environmental sampling (range: 3 weeks-7 months) might have resulted in samples that were not representative of the environment at the time of illness onset.
When cases of AIPH among infants occur, tests should be undertaken to rule out vWD and other bleeding disorders. If vWD is identified, appropriate therapy should be initiated to reduce the time course and severity of bleeding. Testing for vWD also might help to further explain any interaction between predisposing acquired or genetic vWD and environmental or infectious factors. 
Progress Towards Poliomyelitis Eradication -Egypt, 2003-2004
Since 1988, the estimated number of wild poliovirus (WPV) cases worldwide has decreased >99%, and three World Health Organization (WHO) regions (Americas, European, and Western Pacific) are now certified as polio-free. Substantial progress has been made in the Eastern Mediterranean Region, where 18 of the 22 countries are polio-free and polio remains endemic in only three countries (Afghanistan, Egypt, and Pakistan). This report summarizes progress towards polio eradication in Egypt from 2003 through mid-2004 and describes the measures needed to ensure successful interruption of poliovirus transmission.
Routine Vaccination
Since 1994, reported routine vaccination coverage of infants (aged <12 months) with >3 doses of oral poliovirus vaccine (OPV) has remained >90% in Egypt. During 2003, reported routine coverage of infants with >4 doses of OPV was >95%. Coverage with >4 doses of OPV was >95% in 234 (94%) of 250 districts and was 90%-95% in the remaining 16 districts. represents an "orphan" lineage that surveillance failed to detect during the preceding year. surveillance, an adjunct to AFP surveillance, has been a useful source of information on poliovirus circulation. However, because the isolation rates of nonpolio enterovirus (NPEV) and Sabin virus from environmental samples demonstrated unexplained gradual decreases since late 2003, recent environmental surveillance data should be considered with caution. In June 2004, with the help of national and international experts, a systematic evaluation of possible deficiencies in sample processing was conducted. The technical problem, related to reagents used for concentration of samples, appears to be resolved, and environmental sampling is again yielding important surveillance information. Regaining the sensitivity and reliability observed in the past will be important to clarify progress and plan future activities to eradicate polio.
Supplementary Immunization Activities (SIAs)
Available evidence suggests that Egypt is now closer than ever to achieving interruption of WPV transmission. However, given the high population density, frequent population movement throughout the country, and suboptimal sanitation, ongoing P1 circulation in Upper Egypt demonstrates the need for further increasing the frequency of nationwide rounds and sustaining very high OPV coverage to definitively interrupt transmission. In addition, the strong commitment and support of EMOHP and its partners to the eradication goal is critical and will need to be maintained to interrupt transmission.
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West Nile Virus Activity -United States, September 1-7, 2004
During September 1-7, a total of 138 cases of human West Nile virus (WNV) illness were reported from 22 states (Alabama, Arizona, Colorado, Georgia, Illinois, Kentucky, Maryland, Michigan, Mississippi, Missouri, Nebraska, New Mexico, North Carolina, Ohio, Pennsylvania, South Carolina, South Dakota, Texas, Utah, Virginia, Wisconsin, and Wyoming).
During 2004, a total of 37 states have reported 1,191 cases of human WNV illness to CDC through ArboNET (Table, Figure) . Of these, 330 (28%) cases were reported from Arizona, 326 (27%) cases were reported from California, and 195 (16%) cases were reported from Colorado. A total of 663 (57%) of the 1,163 cases for which all data were available occurred in males; the median age of patients was 51 years (range: 1 month-99 years). Illness onset ranged from April 23 to August 29; a total of 30 cases were fatal.
A total of 98 presumptive West Nile viremic blood donors (PVDs) have been reported to ArboNET in 2004. Of these, 37 (38%) were reported from Arizona, 20 from California, 10 from Texas, nine from New Mexico, four each from Colorado and Georgia, three each from Florida and South Dakota, two each from Missouri and Wisconsin, and one each from Iowa, Louisiana, Minnesota, and Oklahoma. Of the 98 PVDs, five persons aged 35, 50, 66, 69, and 77 years subsequently had neuroinvasive illness, and 24 persons (median age: 55 years; range: 17-75 years) subsequently had West Nile fever.
In addition, during 2004, a total of 3,574 dead corvids and 749 other dead birds with WNV infection have been reported from 44 states. WNV infections have been reported in horses from 32 states (Alabama, Arizona, Arkansas, California, Colorado, Florida, Georgia, Idaho, Illinois, Iowa, Kansas, Kentucky, Michigan, Minnesota, Mississippi, Missouri, Montana, Nevada, New Jersey, New Mexico, North Carolina, Ohio, Oklahoma, Oregon, South Dakota, Tennessee, Texas, Utah, Virginia, Wisconsin, West Virginia, and Wyoming) and in five dogs from Nevada and New Mexico. Three squirrels with WNV infection were reported from Arizona. Three unidentified animal species with WNV infection were reported from Illinois, Iowa, and Nevada. WNV seroconversions have been reported in 640 sentinel chicken flocks from 13 states (Alabama, Arizona, Arkansas, California, Delaware, Florida, 
Notice to Readers

National Occupational Respiratory Mortality System
The National Occupational Respiratory Mortality System (NORMS), a recent addition to CDC's website, is a data storage and data retrieval system developed and maintained by the National Institute for Occupational Safety and Health, Division of Respiratory Disease Studies. The system contains national mortality data obtained annually since 1968 from the National Center for Health Statistics for asthma, chronic obstructive pulmonary disease, lung cancer, malignant mesothelioma, pneumoconiosis, tuberculosis, and other respiratory diseases and conditions. This system offers a range of search options for generating tables, charts, and maps of the number of deaths, crude mortality rates, age-adjusted mortality rates, and years of potential life lost at national, state, and county levels for U.S. residents by age, race, and sex. In addition, users of NORMS can tabulate proportionate mortality ratios by usual industry and/or occupation at national and state levels.
NORMS can be useful for all persons interested in finding data on work-related lung disease mortality by time and place. NORMS data are available at http://webappa.cdc.gov/ords/ norms.html. 
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